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END OF LIFE CARE 
 
Introduction: 
 John’s story – actively dying of cancer and has no quality of life. His children are 
Christian and believe that persons ought not be killed, but wonder if John is now still a 
person or if he will soon reach the point at which he is not a person. They live in 
Oregan, which allows physician assisted suicide (PAS) 
 Jim’s story – Legally can be considered dead. Has suffered permanent loss of all 
brain activity (except the brain stem)—that is, he has suffered brain death (BD)—and 
has been cared for by his parents for three years. Is he still alive or even a person? 
 Definition of death; proper status and care of patients in a permanent vegetative 
state (PVS), etc. 
 
I. Personhood and PAS 
 

A. Arguments for PAS 
1. Loss of personhood (but see arguments for TSD) 
2. Argument from mercy 

a. More merciful to help suffering patient die than to force them to die 
agonizing death (thus, cruel to deny assistance in death) 

b. Properly applies Golden Rule 
c. But palliative care has made suffering almost non-existent even in the 

most extreme cases 
d. Thus Rachels (euthanasia advocate): “the moral issue is whether 

mercy-killing is permissible if it is the only alternative to this kind of 
torment. We may readily grant that in any particular case where 
suffering can be eliminated, the argument for euthanasia will be 
weaker” (319) 

e. GR cannot be used to promote that which is inherently immoral (thus, 
question begging) 

3. Argument from utility 
a. Better for all parties involved (e.g., the dying suffers less; care-givers 

are not forced to see deterioration; less stress on family; better 
stewardship of scarce medical resources, etc.) 

b. But utility highly questionable method for making ethical determinations 
c. Even on utilitarian grounds, long term consequences may outweigh 

short term benefits (e.g., could lead to involuntary incidents of 
euthanasia—PVS patients, the terminally ill, etc.) 

4. Argument from autonomy 
a. Since the State cannot interfere with private, personal decisions, and 

such decisions include, for instance, family planning, marriage, etc., 
then a fortiori, the state should not be able to interfere in the decision 
to die (since it is clearly even more private) 



PMIN 220/500 – Contemporary Ethics / Issues in Ethics Lecture 10 Notes 
Chris Morrison, M.A., Assoc. Professor  April 9, 2012 

2 
 

b. But if harm results from the decision, the State is justified in 
intervening; PAS results in both harm to the individual and harm to 
society 

5. Note: 2-4 all presuppose personhood of patients! 
 

B. Rachels’ Distinction 
1. Biographical life vs. Biological life 
2. Several examples provided (pp. 322-324) 
3. Functional view of life, deficient for same reason as all others 
4. Proves too much – what about life prisoners with no chance of parole? 

Why can’t you “lose your life” and not know it? If someone else knows it 
but you don’t, wouldn’t it be the case that you were not a person, even 
though you thought you were? What if life can be regained (as Rachels 
admits)? Then why not, in principle, administer euthanasia to those who 
have only temporarily lost life? 

 
II. Personhood and the PVS 
 

A. Definition of PVS: the state in which “all components of mental life are gone, 
including self-awareness, thought, emotion, feeling and sensation.” (328) 

 
B. Capacities of PVS patients 

1. Are technically awake, but completely unaware of their environment 
2. Have cycles of sleeping and waking 
3. Cannot feel pain 
4. Are not sentient  
5. Results from traumatic brain injury that destroys higher-brain functioning 
6. Not in a coma (eyes-closed unconsciousness) 

a. Typically require intubation 
b. Are considered terminally ill 
c. Considered ethically acceptable to remove life-support on basis of 

medical futility 
i. Medical treatment that ought not be given because it is unable to 

provide help (e.g., I have a cold and demand dialysis) 
ii. Medical decision, not ethical decision 
iii. Presumes doctor is qualified to make certain decisions 
iv. Two acceptable criteria for medical futility: physiological 

uselessness and irrelevance to real condition of the patient 
v. See Kelly’s paper (linked) 

 
C. While general consensus is that PVS patients are not persons (due to permanent 

and irretrievable loss of consciousness), such a view is grounded on a functional 
view of personhood and fails for all the reasons discussed so far. PVS patients 
are simply very damaged persons who have lost necessarily lower-order 
capacities such that certain higher-order capacities (e.g., consciousness) cannot 
be exemplified. 
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D. Serious consequences: regarding PVS patients as dead would entail allowing 

their organs to be harvested. 
 

E. Major disagreement with Moreland and Rae! 
 

This is not to say that those who hold a substance view must define death as the 
irreversible loss of all functions, including cardiopulmonary ones. The whole-brain 
definition of death is consistent with a substance view with a person since once 
the entire brain ceases to function, heartbeat and respiration will cease as well. It 
is true that medical technology can keep a person’s heart beating and lungs 
moving after a declaration of brain death. In fact, this is often done when the 
family members designate organ donation. But once that technology is removed, 
cardiopulmonary function will stop, since nothing is functioning in the brain to 
give direction to the heart and lungs. Whole-brain definitions of death are most 
consistent with a substance view of a person, in which the person is a unity of 
biological, mental and spiritual components, grounded in an individual essence—
one’s human nature. (337) 
 
1. Functioning of brain is simply higher order capacity 
2. The fact that if the technology keeping certain systems working (e.g., the 

repertory system) were removed it would result in death does not mean 
the person is dead. 

a. The phrase “would result in death” presumes the person is still alive 
b. Would prove too much – what about patients on dialysis, ventilators, 

etc.? 
3. Brain-dead patients, like PVS patients, should be considered living, 

though severely damaged, human beings 
4. See Henderson’s Death and Donation: Rethinking Brain Death as a 

Means for Procuring Transplantable Organs (Eugune, OR: Pickwick, 
2011). 

 
III. Caring for Human Persons at the End of Life 
 

A. Especially important question for Christians who regard all life as precious, 
particularly the most vulnerable among us 
 

B. Keys to compassionate care of the dying 
1. Respect person’s wishes regarding end of life care 

a. Importance of advanced directives 
b. People have the right to accept or reject care (so long as they are 

within their right mind) 
i. Ordinary vs. Extraordinary care 
ii. Cf. “humanly futile” treatments in Kelly’s paper (linked) 

c. Willingness by both medical staff and family to “let go” 
d. Hospice or home-hospice as options to maximize quality of life during 

final days 
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2. Adequate pain management 
a. Removes primary argument for PAS 
b. May result in death; justifiable on principle of double effect 

i. PDE: A good is intended but an unintended consequence (known 
or not) is death 

ii. Provides the basis for self-defense 
iii. Unintended consequence, however, must be proportional to the 

good achieved 
3. Effective and timely communication with patients, families, and other loved 

ones 
4. Presence of community 

 
 


